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AgeingThis study investigated associations between diet quality measures and quality of life two years later. Adults 55–
65 years participating in the Wellbeing, Eating and Exercise for a Long Life (WELL) study in Victoria, Australia
(n=1150men and n=1307women) completed a postal survey including a 111-item food frequency question-
naire in 2010. Diet quality in 2010 was assessed via the dietary guideline index (DGI), recommended food score
(RFS) and Mediterranean diet score (MDS). The RAND 36-item survey assessed health-related quality of life in
2012. Associations were assessed using logistic regression adjusted for covariates. In men, DGI and RFS were
associated with better reported energy (OR = 1.79, CI: 1.25, 2.55 and OR = 1.56, CI: 1.11, 2.19 respectively),
andDGIwas additionally associatedwith better general health (OR=1.54, 95% CI: 1.08, 2.20), and overallmental
component summary scale (OR = 1.51, CI: 1.07, 2.15) in the fully adjusted model. In women, associations be-
tween two indices of diet quality (DGI, RFS) physical function (OR = 1.66, CI: 1.19, 2.31 and OR = 1.70, CI:
1.21, 2.37 respectively) and general health (OR = 1.83, CI: 1.32, 2.54 and OR= 1.54, CI: 1.11, 2.14 respectively)
were observed. DGI was also associated with overall physical component summary score (OR = 1.56, CI: 1.12,
2.17). Additional associations between emotional wellbeing and DGI (OR = 1.40, CI: 1.01, 1.93) and RFS
(OR = 1.44, CI: 1.04, 1.99), and MDS and energy (OR= 1.53, CI: 1.11, 2.10) were observed in the fully adjusted
model, in women only. Older adults with better quality diets report better health-related quality of life, with ad-
ditional associations with emotional wellbeing observed in women.
© 2015 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND license
(http://creativecommons.org/licenses/by-nc-nd/4.0/).1. Introduction
The world's ageing population continues to increase with the num-
ber of persons aged 60 years and over expected to exceed the number
of children in the world by 2045 (United Nations, 2009). Increased
longevity is supporting marked growth in the proportion of adults
aged over 85 years (Australian Institute of Health and Welfare, 2007).
As chronic disease burden increases with age, it is important that health
and function are maintained to complement increased longevity. In
2011, adults aged 65 years and over formed 14% of the total Australian
population (Australian Bureau of Statistics, 2012). Ageing is associated
with a decline in health and increase in disability. Recent data from
Australia indicates that only 42.7% of people aged 65–74 years ratedntervals; DGI, dietary guideline
elated quality of life; IPAQ-L, in-
al component summary; MDS,
sk; OR, odds ratio; PCS, physical
alth survey;RFS, recommended
a Long Life study.
and Nutrition Research, School
1 Burwood Highway, Burwood,
ilte).
. This is an open access article undertheir health as “very good” or “excellent”, compared with 63.4% of people
aged 25–34 years (Australian Bureau of Statistics, 2013). Furthermore,
around 14% of women and 20% of men aged 65–74 years have heart
disease, compared with 0.5% of women and men aged 25–34 years
(Australian Bureau of Statistics, 2013).
An important aspect of healthy ageing is the maintenance of health-
related quality of life (HRQoL) (Fuchs et al., 2013). HRQoL refers to how
health impacts on an individual's ability to function and their perceived
wellbeing in physical, mental and social domains (Hays and Morales,
2001). Chronic health problems, such as depression and cardiovas-
cular disease, are associated with HRQoL deterioration in older
adults (Buckley et al., 2013), which is a predictor of mortality risk
(Kroenke et al., 2008).
Whilst previous research into nutrition and healthy ageing has
focussed on the role of individual nutrients or foods, there is increasing
interest in dietary pattern analysis as a chronic disease determinant
(Newby and Tucker, 2004). Dietary patterns can be deﬁned by two
approaches: multivariate statistical techniques such as factor or cluster
analysis (data driven approaches); and dietary scoring methods
informed by a priori guidelines and recommendations, or diet quality
indices. Diet quality indices can assess adherence to dietary guidelines
(McNaughton et al., 2008), or a particular type of diet such as the Med-
iterranean diet (Trichopoulou et al., 2005).the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
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sociated with cardio-metabolic risk factors (McNaughton et al., 2009),
whilst adherence to a Mediterranean diet has been associated with
lower mortality (Australian Bureau of Statistics, 2012; McNaughton
et al., 2012a) in older people. Recent cross-sectional evidence from
Europe implicates diet quality in depression and anxiety in older age
(Jacka et al., 2011b). However investigation of the relationship between
diet quality and HRQoL in older adults at a population level is rare, with
few longitudinal studies. A 10-year study of 2200 Europeans aged 70–
75 years found adherence to a Mediterranean diet was not related to
maintenance of health status or physical function (Haveman-Nies
et al., 2003). In contrast, a cross-sectional study of 4000 men and
women aged 65 years and older in Hong Kong found that diet quality
assessed by the Diet Quality Index-International was associated with
physical and mental health and frailty (Woo et al., 2010). These differ-
ences in ﬁndings could be due to methodological differences between
studies, including choice of diet quality index. Despite the wide variety
of diet quality indices available, few studies have includedmultiple indi-
ces in studies of diet quality and health among older adults.
Given the conﬂicting ﬁndings of previous research and paucity of
data available on the relationship betweenmultiple indices of diet qual-
ity and HRQoL among older adults, the aim of this study was to investi-
gate associations between a food-based diet quality index reﬂecting the
2013 Australian Dietary Guidelines (National Health and Medical
Research Council, 2013), two other a priori food-based indices of diet
quality and HRQoL two years later in older men and women.
2. Methods
2.1. Design
This study is based ondata from theWellbeing, Eating andExercise for
a Long Life (WELL) study. The WELL study is a prospective, population-
based longitudinal cohort study of nutrition and physical activity behav-
iours, obesity and quality of life, and the intrapersonal, social and environ-
mental inﬂuences on these behaviours among adults (McNaughton et al.,
2012b). Participants aged between 55 and 65 years, living in the commu-
nity in urban or rural Victoria, Australia were selected from the Australian
Electoral Roll, stratiﬁed by socioeconomic position using the Socioeco-
nomic Index for Areas score (SEIFA) (Australian Bureau of Statistics,
2003). Potential participants living in a suburb with a population of less
than 1000 overall or less than 200 in the 55–65 year age bracket were ex-
cluded. All eligible suburbs were classiﬁed by SEIFA and divided into
tertiles (representing low, medium and high SEIFA). Fourteen postcodes
from each SEIFA tertile were randomly selected. From each postcode,
134 participants (equal numbers of men and women) were selected for
invitation into the study. A total of 11256 surveys were distributed to
potential participants at baseline in 2010. Of these, 380 were returned
as undeliverable and 95 were returned from individuals outside the age
bracket. In total, 4082 completed surveys were returned at baseline (re-
sponse rate 38%). Participation was voluntary and informed consent
was obtained by return of the survey. In 2012, participants who agreed
to take part in a follow-up were sent a similar survey (n = 3368). Of
these, 2758 completed surveys were returned (response rate 82%). Data
was collected as the same timeof year in 2010 and 2012 to negate anypo-
tential seasonal effects.
Ethical approval for the survey was obtained from the Deakin Uni-
versity Human Research Ethics Committee (2009-105). Full details of
the survey have been described elsewhere (McNaughton et al., 2012b).
2.2. Health-related quality of life
Self-rated HRQoL was assessed at follow-up via the RAND 36-item
general health survey (RAND-36) (Hays and Morales, 2001). This mea-
sure is also known as the SF-36 health survey or Health Status Question-
naire and covers HRQoL acrossmental and physical domains. Questionswere altered to Australian conditions consistent with other cohort stud-
ies (Lee et al., 2005; Mishra et al., 2011; Schoﬁeld and Mishra, 1998).
The RAND-36 consists of 36 items which are converted into eight sub-
scales to describe the amount an individual's health state impacts on
their physical functioning, role limitations due to physical health, bodily
pain, general health, energy/fatigue, social functioning, role limitations
due to emotional problems and emotional wellbeing. Scores for the
eight scales were calculated according to the summative method of cal-
culating the mean of the items for each scale. Missing scores on items
were treated as follows: for individuals with subscales where less than
50% of the items were missing, the mean of the remaining items was
used to calculate the scale. Individuals with greater than 50% of items
missing for a subscale (n= 1361) did not have the subscales calculated
(4). Scores for the 8 subscales range from 0 to 100, where a higher score
reﬂects a more positive health state. Physical component summary
(PCS) and mental component summary (MCS) scale measures of
the survey were also calculated based on factor analysis of the eight
subscales from the 2004 South Australian Health Omnibus Survey
(Hawthorne et al., 2007). Participants were divided into groups by the
median cut-points of the 8 subscales, PCS and MCS for analysis.
2.3. Dietary intake
Usual dietary intake at baseline was assessed using a 111-item food
frequency questionnaire (FFQ) (Hodge et al., 2000; Ireland et al., 1994),
which assessed self-reported intake of food and beverages over the last
six months. The FFQ has been previously used in other national studies
(McLennan and Podger, 1995; Smith et al., 2010a, 2010b). The survey
included seven additional validated short questions on food habits
including salt use (during and after cooking), type of milk and bread
consumed, trimming the fat from meat and daily fruit and vegetable
consumption (McLennan and Podger, 1995; Rutishauser et al., 2001).
Frequencies were converted into daily equivalents for analysis
(Willett, 2013).
2.4. Diet quality
Diet quality was assessed using three previously developed indices:
the dietary guideline index (DGI), the recommended food score (RFS)
and the Mediterranean diet score (MDS). The indices were adapted for
use with the data from the FFQ. The DGI is an updated version of a
previous index developed to reﬂect Australian guidelines for optimal
eating patterns which was shown to be a valid measure of diet quality
(McNaughton et al., 2008). The index was updated to reﬂect the 2013
Australian Dietary Guidelines (National Health and Medical Research
Council, 2013). For each dietary guideline component, indicators from
the FFQ were identiﬁed and food groupings determined. Age and sex-
speciﬁc scoring cut-offs for the ﬁve core food groups (vegetables, fruits,
grains, meat and alternatives, and dairy), ﬂuids and discretionary foods
were devised. Discretionary foods (also commonly known as “extra”
foods), are foods that are not essential to provide nutrient requirements
due to the high content of sugar, fat and salt such as soft drinks, cordials,
fruit juice drinks, chips, confectionary, chocolate, hamburgers, meat
pies, pizza, cakes and mufﬁns, pies and pastries, biscuits, and alcoholic
beverages (National Health and Medical Research Council, 2013). Diet
quality was incorporated through items referring to whole-grain ce-
reals, lean protein, reduced-/low-fat dairy, unsaturated fats and dietary
variety. A total of 13 components were included in the updated DGI.
Each component of the DGI was scored proportionally from 0 to 10,
where 10 indicated that a participant was fullymeeting the recommen-
dation. The total scorewas the sumof 13 items so that the diet score had
a possible range of 0 to 130, with higher scores reﬂecting greater com-
pliance with the Australian Dietary Guidelines. The previous version of
the DGI was evaluated in the Australian population and shown to be re-
lated to sociodemographic factors, health behaviours, self-assessed
health and intakes of key nutrients (McNaughton et al., 2008).
Table 1
Characteristics of men and women aged between 55–65 years from the WELL study,
Victoria, Australia, 2010–2012.
Total Men Women
n 2457 1150 1307
Mean SD Mean SD Mean SD
DGI-2013 86.2 14.6 81.9 14.3 89.9⁎⁎ 13.7
RFS 24.9 7.80 23.0 7.58 26.6⁎⁎ 7.59
MDS 4.13 1.61 4.13 1.59 4.13 1.62
RAND-36
Physical function 82.4 19.8 83.7 19.5 81.1⁎⁎ 20.0
Role physical 80.0 34.6 80.2 34.4 79.9 34.8
Role emotional 86.6 29.3 87.2 28.3 86.0 30.2
Energy 65.7 20.1 66.8 19.8 64.7⁎ 20.3
Mental health 79.2 16.0 80.3 15.8 78.3⁎⁎ 16.1
Social functioning 86.8 21.1 87.2 20.6 86.5 21.7
Bodily pain 75.3 22.9 75.6 22.8 74.9 23.0
General health 70.0 19.7 68.6 19.8 71.2⁎⁎ 19.6
PCS T-score (norm score) 49.6 10.4 49.6 10.2 49.5 10.5
MCS T-score (norm score) 49.2 11.9 49.6 11.3 48.8 12.3
Age 59.9 3.1 59.9 3.1 59.9 3.1
BMI 27.1 5.2 27.5 4.6 26.8⁎⁎ 5.6
Physical activitya 105.0 88.8 114.5 97.4 96.7⁎⁎ 79.5
n % n % n %
Region
Urban 1163 47.3 546 47.5 617 47.2
Rural 1294 52.7 604 52.5 690 52.8
Smoking
Never smoked 1257 51.2 512 44.5 745⁎ 57.0
Former smoker 939 38.2 500 43.5 439⁎ 33.6
Daily smoker 261 10.6 138 12.0 123⁎ 9.4
Country of birthb
Australia 1982 80.8 916 79.9 1066 81.6
UK 180 7.3 82 7.2 98 7.5
Other 292 11.9 149 13.0 143 10.9
Marital statusb
Married/defacto 1956 79.7 961 83.6 995⁎⁎ 76.3
Separated/divorced 274 11.2 97 8.4 177⁎⁎ 13.6
Widowed 105 4.3 23 2.0 82⁎⁎ 6.3
Never married 118 4.8 68 5.9 50 3.8
Education
Up to 10 years 827 33.7 333 29.0 494⁎⁎ 37.8
12 years/trade/certiﬁcate 881 35.9 466 40.5 415⁎⁎ 31.8
University degree 749 30.5 351 30.5 398 30.5
Menopausal status
Yes 1285 98.3
No 9 0.7
Don't know 13 1.0
BMI, body mass index; DGI, dietary guideline index; MCS, mental component summary;
MSD, Mediterranean diet score; PCS, physical component summary; RAND-36, RAND
36-item health survey; RFS, recommended food score; WELL, Wellbeing, Eating and
Exercise for a Long Life.
⁎ P b 0.05.
⁎⁎ P b 0.01 compared to men.
a Reported as MET hours per week.
b Reduced sample size for variable due to missing data.
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sumption of a range of foods considered to be consistent with existing
dietary guidelines (Kant et al., 2000). The RFS has been previously
validated and is associated with biomarkers of dietary intake, chronic
disease andmortality (Kant and Graubard, 2005; Kant et al., 2000). Par-
ticipants are allocated a score of 1 for each recommended food con-
sumed more than once per week. A total of 49 foods listed in the FFQ
were considered as consistent with dietary guidelines (fruit, vegetable,
whole grain, lean meat and alternatives and low-fat dairy groups)
resulting in scores ranging from 0–49, with higher scores associated
with awider variety of consumption of recommended foods and greater
diet quality.
Adherence to a Mediterranean diet was assessed using the most
commonly used MDS by Trichopoulou et al (Trichopoulou et al.,
2005). This index has demonstrated validity through reported rela-
tionships with nutrient biomarkers (Benitez-Arciniega et al., 2011)
and health outcomes (Bollwein et al., 2013; Bosetti et al., 2003;
McNaughton et al., 2012a; Milaneschi et al., 2011). The MDS in-
cludes vegetables, legumes, fruits and nuts, cereals, ﬁsh and seafood,
dairy products, meat and meat products, and alcohol. In accordance
with standard scoring techniques, we calculated sex-speciﬁc me-
dians for frequency of intake of these items. For vegetables, legumes,
fruits and nuts, cereals, ﬁsh and seafood, participants with an intake
above themedianwere assigned a score of 1. For dairy products andmeat
and meat products, participants with an intake below the median were
assigned a score of 1. For alcohol, a score of 1was assigned for low tomod-
erate intake (intake of no more than 2 times/day) and a score of 0 for no
alcohol intake or intake greater than 2 times per day. Total score was cal-
culated as the sum of all components, and ranged from 0–8, with higher
scores reﬂecting greater adherence to a Mediterranean diet. An olive oil
consumption or monounsaturated to saturated fat ratio item is also usu-
ally included. We were unable to include this item due to restrictions in
reporting from the FFQ.
2.5. Covariates
Participant characteristicswere collected during the baseline survey,
including age, country of birth, marital status, retirement status, living
arrangements and smoking status. Menopausal status at baseline was
collected in women. Highest education level achieved was collected as
a measure of socioeconomic position. Self-reported height and weight
were collected for calculation of bodymass index (BMI). Physical activ-
ity and sedentary behaviourswere captured using the self-administered
International Physical Activity Questionnaire (IPAQ-L), which has dem-
onstrated validity and reliability in a 12-country, 14-site study (Craig
et al., 2003). The IPAQ-L assesses duration, frequency and intensity of
leisure, work, commuting and household/yard activities and sitting
time during the past 7 days. Responses were converted into total meta-
bolic equivalent of task (MET) hours per week.
2.6. Statistical analysis
Participants missing N10% responses on the FFQ, 1 or more re-
sponses to the dietary habits questions, or any calculated RAND-36
scales or covariates were excluded from analysis. Differences between
men andwomen and included and excluded participantswere explored
using t-tests for normally distributed variables, the Wilcoxon rank sum
test (Mann–Whitney test) for non-normally distributed variables and
Chi square tests for categorical variables. Analysis was conducted in
the whole sample and also separately for men and women. Participants
were divided into groups of diet quality by their sex-speciﬁc quartile cut
points for DGI, RFS and MDS scores. Associations between diet quality
and RAND-36 were assessed via logistic regression. Linear trends were
examined by linear regression analysis with diet quality and RAND-36
scales as continuous variables. Potential covariates adjusted for in
regression models were determined by previous literature (Conklinet al., 2013; McNaughton et al., 2008; Wexler et al., 2006) and those as-
sociated with the outcome were included in the models. Multivariable
regression models were adjusted for age, education, urban or rural
location and menopausal status in women (model 1), with further ad-
justments made for smoking, physical activity (model 2) and BMI
(model 3). BMI was included in the ﬁnal adjustment as obesity may at-
tenuate associations between diet quality and health outcomes, so the
results of analysis with (model 3) and without BMI (model 2) could
be assessed separately. P b 0.05 was considered signiﬁcant.
3. Results
There was complete data available for analysis on 2457 participants
(Table 1). Women had higher scores than men on the DGI and RFS, but
not on the MDS. Women reported lower HRQoL on the RAND-36
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HRQoL on the general health scale compared to men. Overall, the ﬁnal
sample had a lower BMI, fewer smokers, and a higher proportion of par-
ticipants who were married, born in Australia or the UK and had a uni-
versity degree compared to participants with incomplete data excluded
from the analysis (data not shown). There was no difference between
included and excluded participants in age, gender or MET total hours
of physical activity reported at baseline.
Overall, a better diet quality assessed by theDGIwas associatedwith
better self-reported HRQoL on the physical function (model 3; odds
ratio (OR) = 1.56, 95% conﬁdence intervals (CI): 1.22–1.99), bodily
pain (model 3; OR = 1.29, CI: 1.01, 1.63), general health (model 3;
OR = 1.72, CI: 1.36, 2.19), energy (model 3; OR = 1.51, CI: 1.19, 1.92),
emotional wellbeing (model 3; OR = 1.36, CI: 1.08, 1.72) and PCS
(model 3; OR=1.46, CI: 1.15, 1.86) scales after adjustment for all covar-
iates. A higher RFS was associated with better HRQoL on the physical
function (model 3; OR = 1.43, CI: 1.13–1.82), general health (model
3; OR = 1.41, CI: 1.12, 1.78), energy (model 3; OR = 1.55, CI: 1.22,
1.96) and emotional wellbeing (model 3; OR = 1.41, CI: 1.12, 1.77)
scales in the fully adjusted quartile. A MDS in the highest quartile was
associated with better HRQoL on the general health (model 3; OR =
1.31, CI: 1.04, 1.65) and energy (model 3; OR = 1.39, CI: 1.10, 1.75)
scales compared to the lowest quartile after adjustment for all covari-
ates (Table 2).
Amongmen, a better diet quality assessed by the DGIwas associated
with better self-reported HRQoL on the general health (model 3; OR =
1.54, CI: 1.08, 2.20), energy (model 3;OR=1.79, CI: 1.25, 2.55) andMCS
(model 3; OR=1.51, CI: 1.07, 2.15) scales after adjustment for all covar-
iates (Table 3). A higher DGI score was associated with better HRQoL on
the physical functioning scale after adjustment for smoking and physi-
cal activity (model 2; OR = 1.48, CI: 1.04, 2.11) but not BMI. Better
diet quality assessed by the RFS was associated with better HRQoL on
the energy scale (model 3; OR=1.56, CI: 1.11, 2.19). Therewere no sig-
niﬁcant relationships betweenMDS score andHRQoL in the fully adjust-
ed logistic regression analysis. However, higher MDS scores were
linearly associated with higher scores on the energy scale (model 3;
B= 0.734, P= .044) and PCS (model 3; B= 0.384, P=0.036) after ad-
justment for all covariates.
Amongwomen, a better diet quality assessed by DGI was associated
with better HRQoL on the physical functioning (model 3; OR= 1.66, CI:
1.19, 2.31), general health (model 3; OR = 1.83, CI: 1.32, 2.54), emo-
tional wellbeing (model 3; OR = 1.40, CI: 1.01, 1.93) and PCS (model
3; OR = 1.56, CI: 1.12, 2.17) scales (Table 4). Better diet quality as
assessed by the RFS was associated with HRQoL on the physical func-
tioning (model 3; OR = 1.70, CI: 1.21, 2.37), general health (model 3;
OR = 1.54, CI: 1.11, 2.14), energy (model 3; OR = 1.54, CI: 1.11, 2.14)
and emotional wellbeing (model 3; OR = 1.44, CI: 1.04, 1.99) scales. A
MDS score in the top quartile was associated with a better score on
the energy scale (model 3; OR= 1.53, CI: 1.11, 2.10). An association be-
tween MDS and general health was also observed after adjustment for
smoking and physical activity (model 2; OR = 1.52, CI: 1.11, 2.08) but
not BMI, although a signiﬁcant linear regression remained (model 3;
B = 0.790, P= 0.020).
4. Discussion
In men andwomen aged 55–65 years, adherence to a healthy diet as
assessed by diet quality indices was associated with better HRQoL two
years later. The relationships between diet quality and general health
and energy in men, and physical function, general health, energy and
emotional wellbeing in women remained after adjustment for con-
founders. More relationships with HRQoL were observed with the DGI
and RFS, measures of adherence to national dietary recommendations
and dietary variety respectively, than Mediterranean diet adherence
via the MDS. The increase in score on RAND-36 scales from the lowest
to highest group of diet quality ranged from 4–8 points, which isabove the threshold thought to represent aminimal clinically important
difference (3–5 points) (Samsa et al., 1999). These ﬁndings emphasise
the importance of addressing overall diet quality in future community
or population-based programs or policies to prevent chronic disease
and support healthy ageing.
Much of the research around diet quality in older adults to date has
focussed on speciﬁc health conditions such as metabolic syndrome
(Australian Bureau of Statistics, 2013), or endpoints such as mortality
(Ford et al., 2013; Haveman-Nies et al., 2002). Despite the complex
health conditions and needs associatedwith ageing, there has been little
population-based research in older adults investigating dietary patterns
and generic measures of HRQoL able to capture a wide range of health
states and co-morbid conditions. To date, investigation of this relation-
ship longitudinally is rare and ﬁndings are mixed. A 10 year study of
older Europeans found that a Mediterranean diet score was not related
tomaintenance of health status or physical function (Haveman-Nies et al.,
2003). However, the current ﬁndings are supported by an Australian
prospective cohort study that recently reported adherence to dietary
guidelines was associated with better HRQoL on the SF-36 Health
Survey physical function, general health, vitality/energy and PCS
scales (Australian Bureau of Statistics, 2010). An association between
diet quality and emotional wellbeing/mental health scale seen in
women in the current study was not observed in this recent Australian
study, although the analysis was not stratiﬁed by gender. Considering
the gender differences in ﬁndings on the emotional wellbeing scale
from the current study, future longitudinal investigations of diet quality
and HRQoL stratiﬁed by gender are warranted.
Despite the wide range of a priori diet quality indices available for
assessment, few studies have investigatedmore than one simultaneous-
ly against the same health outcome. McNaughton et al. (2012a) investi-
gated three diet quality indices in a sample of adults aged 65 years and
older from the UK and foundmortality was associated with the RFS and
MDSbut not theHealthy Diet Score. It is noteworthy thatmost of the re-
lationships between diet quality and HRQoL in the current study were
observed using the DGI and RFS. Previously, the DGI was associated
with lower intakes of energy, total fat and saturated fat and higher in-
takes of ﬁbre, β-carotene, vitamin C, folate, calcium, and iron
(McNaughton et al., 2008). The RFS was associated with intake of simi-
lar nutrients and also biomarkers of chronic disease risk including
serum homocysteine, serum C-reactive protein, plasma glucose, total
serum cholesterol and blood pressure in previous research (Kant and
Graubard, 2005). The DGI and RFS may therefore represent adherence
to a diet associated with reduced likelihood of chronic disease in this
study, a key requirement for good HRQoL in older age (Buckley et al.,
2013).
In contrast, fewer signiﬁcant relationships were observed using the
MDS in the current study, and previous research in older European
men and women also did not ﬁnd an association between MDS and
maintenance of health status or physical function (Haveman-Nies
et al., 2003). This may reﬂect the difﬁculties of adapting and assessing
the Mediterranean diet in non-Mediterranean populations (Hoffman
and Gerber, 2013). For example, studies of dietary patterns in the
U.K. have shown a Mediterranean-style dietary pattern to be pres-
ent (Brunner et al., 2008; Hamer et al., 2010), with adherence to a
Mediterranean-style diet increasing since the 1960s, although still rank-
ing only 28 out of 41 countries in level of adherence to the dietary pattern
in 2000-2003 (da Silva et al., 2009). Similarly, studies in Australian sam-
ples have reported the presence of a Mediterranean-style dietary pattern
(Rienks et al., 2013). Our choice of Mediterranean diet index included
sample-speciﬁc median intakes of vegetables, legumes, fruits and nuts,
cereals andﬁsh as cut points for scoring. Although this enables adaptation
of the score for a non-Mediterranean population, it likely reﬂects a dietary
pattern with substantially lower absolute intakes of these foods
compared to typical of Mediterranean populations as supported by
a recent Australian study (Crichton et al., 2013). In addition, a large num-
ber of foods that are typically consumed in the Australian diet, including
Table 2
Multi-variable-adjusted OR and 95% CI according to quartile of dietary guideline index (DGI), recommended food score (RFS) and Mediterranean diet score (MDS) for a score above the median on RAND-36 in participants from the WELL study,
Victoria, Australia, 2010–2012.
DGI RFS MDS
Q1 Q2 Q3 Q4 P-trend Q1 Q2 Q3 Q4 P-trend Q1 Q2 Q3 Q4 P-trend
n 614 615 613 615 560 622 590 685 887 543 511 516
Diet score
rangea
33.5–80.9 72.4–91.0 82.2–100 92.4–122 0–20 18–26 23–31 28–46 0–3 4 5 6–8
OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI)
Physical function
Model 1 1.0 1.23 (0.98, 1.55) 1.37 (1.09, 1.72)⁎⁎ 1.73 (1.37, 2.17)⁎⁎ b0.001 1.0 1.28 (1.01, 1.62)⁎ 1.34 (1.06, 1.70)⁎ 1.51 (1.20, 1.90)⁎⁎ b0.001 1.0 1.22 (0.98, 1.52) 1.55 (1.24, 1.94)⁎⁎ 1.48 (1.18, 1.86)⁎⁎ b0.001
Model 2 1.0 1.19 (0.95, 1.50) 1.31 (1.03, 1.65)⁎ 1.60 (1.26, 2.03)⁎⁎ 0.001 1.0 1.27 (1.00, 1.61)⁎ 1.28 (1.01, 1.63)⁎ 1.44 (1.14, 1.81)⁎⁎ b0.001 1.0 1.19 (0.95, 1.48) 1.51 (1.20, 1.89)⁎ 1.42 (1.13, 1.78)⁎⁎ b0.001
Model 3 1.0 1.19 (0.93, 1.50) 1.32 (1.04, 1.68)⁎ 1.56 (1.22, 1.99)⁎⁎ 0.008 1.0 1.25 (0.98, 1.59) 1.24 (0.97, 1.58) 1.43 (1.13, 1.82)⁎⁎ 0.002 1.0 1.12 (0.89, 1.40) 1.45 (1.15, 1.83)⁎⁎ 1.26 (1.00, 1.60) 0.006
Role physical
Model 1 1.0 1.13 (0.89, 1.44) 1.15 (0.90, 1.47) 1.36 (1.06, 1.75)⁎ 0.042 1.0 1.05 (0.82, 1.35) 1.13 (0.88, 1.46) 1.05 (0.82, 1.34) 0.050 1.0 1.08 (0.86, 1.37) 1.15 (0.90, 1.46) 1.28 (1.00, 1.64) 0.013
Model 2 1.0 1.05 (0.82, 1.34) 1.05 (0.82, 1.34) 1.20 (0.93, 1.55) 0.470 1.0 1.00 (0.78, 1.29) 1.06 (0.82, 1.37) 0.97 (0.75, 1.24) 0.265 1.0 1.05 (0.83, 1.32) 1.08 (0.85, 1.38) 1.19 (0.92, 1.52) 0.064
Model 3 1.0 1.05 (0.81, 1.34) 1.04 (0.81, 1.34) 1.17 (0.91, 1.52) 0.792 1.0 0.98 (0.76, 1.26) 1.02 (0.79, 1.32) 0.95 (0.74, 1.28) 0.458 1.0 1.00 (0.79, 1.27) 1.04 (0.82, 1.34) 1.11 (0.86, 1.43) 0.261
Bodily pain
Model 1 1.0 1.20 (0.95, 1.50) 1.18 (0.94, 1.48) 1.34 (1.07, 1.69)⁎ 0.022 1.0 1.12 (0.89, 1.41) 1.17 (0.92, 1.48) 1.07 (0.85, 1.35) 0.155 1.0 0.83 (0.67, 1.03) 1.08 (0.87, 1.35) 1.02 (0.82, 1.28) 0.059
Model 2 1.0 1.19 (0.94, 1.49) 1.16 (0.92, 1.46) 1.32 (1.04, 1.67) 0.229 1.0 1.10 (0.87, 1.39) 1.16 (0.91, 1.47) 1.05 (0.84, 1.33) 0.462 1.0 0.83 (0.67, 1.03) 1.07 (0.86, 1.34) 1.01 (0.81, 1.27) 0.145
Model 3 1.0 1.18 (0.94, 1.49) 1.16 (0.91, 1.46) 1.29 (1.01, 1.63)⁎ 0.531 1.0 1.08 (0.85, 1.37) 1.12 (0.88, 1.42) 1.04 (0.82, 1.31) 0.802 1.0 0.79 (0.63, 0.98)⁎ 1.03 (0.82, 1.29) 0.93 (0.74, 1.17) 0.603
General health
Model 1 1.0 1.30 (1.04, 1.63)⁎ 1.54 (1.23, 1.94)⁎⁎ 1.94 (1.54, 2.44)⁎⁎ b0.001 1.0 1.21 (0.96, 1.52) 1.30 (1.03, 1.64)⁎ 1.50 (120, 1.89)⁎⁎ b0.001 1.0 1.19 (0.96, 1.48) 1.36 (1.09, 1.70)⁎⁎ 1.51 (1.21, 1.89)⁎⁎ b0.001
Model 2 1.0 1.23 (0.98, 1.55) 1.44 (1.14, 1.81)⁎⁎ 1.76 (1.39, 2.22)⁎⁎ b0.001 1.0 1.18 (0.94, 1.49) 1.23 (0.97, 1.56) 1.42 (1.13, 1.78)⁎⁎ b0.001 1.0 1.15 (0.93, 1.43) 1.31 (1.05, 1.63)⁎ 1.43 (1.14, 1.80)⁎⁎ 0.001
Model 3 1.0 1.23 (0.98, 1.55) 1.45 (1.14, 1.83)⁎⁎ 1.72 (1.36, 2.19)⁎⁎ b0.001 1.0 1.16 (0.91, 1.46) 1.19 (0.94, 1.52) 1.41 (1.12, 1.78)⁎⁎ b0.001 1.0 1.10 (0.88, 1.37) 1.26 (1.00, 1.58)⁎ 1.31 (1.04, 1.65)⁎ 0.010
Energy
Model 1 1.0 1.40 (1.11, 1.75)⁎⁎ 1.50 (1.19, 1.88)⁎⁎ 1.69 (1.34, 2.12)⁎⁎ b0.001 1.0 1.42 (1.13, 1.79)⁎⁎ 1.36 (1.08, 1.73)⁎ 1.64 (1.30, 2.06)⁎⁎ b0.001 1.0 1.07 (0.86, 1.33) 1.36 (1.09, 1.70)⁎⁎ 1.58 (1.26, 1.98)⁎⁎ b0.001
Model 2 1.0 1.33 (1.06, 1.68)⁎ 1.41 (1.12, 1.77)⁎⁎ 1.54 (1.21, 1.95)⁎⁎ 0.013 1.0 1.40 (1.11, 1.76)⁎⁎ 1.30 (1.02, 1.65)⁎ 1.55 (1.23, 1.96)⁎⁎ b0.001 1.0 1.04 (0.83, 1.29) 1.31 (1.05, 1.64)⁎ 1.50 (1.19, 1.88)⁎⁎ b0.001
Model 3 1.0 1.33 (1.06, 1.68)⁎ 1.41 (1.12, 1.78)⁎⁎ 1.51 (1.19, 1.92)⁎⁎ 0.046 1.0 1.38 (1.09, 1.74)⁎⁎ 1.26 (0.99, 1.61) 1.55 (1.22, 1.96)⁎⁎ 0.001 1.0 0.99 (0.79, 1.23) 1.27 (1.01, 1.59)⁎ 1.39 (1.10, 1.75)⁎⁎ 0.001
Social function
Model 1 1.0 1.11 (0.89, 1.40) 1.16 (0.92, 1.47) 1.29 (1.02, 1.64)⁎ 0.060 1.0 1.18 (0.94, 1.50) 1.11 (0.88, 1.41) 1.24 (0.99, 1.57) 0.003 1.0 0.92 (0.74, 1.14) 1.19 (0.94, 1.49) 1.11 (0.88, 1.39) 0.008
Model 2 1.0 1.06 (0.84, 1.34) 1.08 (0.85, 1.37) 1.18 (0.93, 1.50) 0.667 1.0 1.15 (0.91, 1.46) 1.06 (0.84, 1.35) 1.18 (0.93, 1.49) 0.040 1.0 0.90 (0.72, 1.12) 1.14 (0.91, 1.44) 1.06 (0.84, 1.34) 0.036
Model 3 1.0 1.06 (0.83, 1.34) 1.08 (0.85, 1.37) 1.15 (0.90, 1.47) 0.920 1.0 1.12 (0.88, 1.43) 1.02 (0.80, 1.30) 1.16 (0.92, 1.48) 0.099 1.0 0.85 (0.68, 1.06) 1.10 (0.87, 1.38) 0.97 (0.76, 1.23) 0.202
Role emotional
Model 1 1.0 0.83 (0.63, 1.09) 1.01 (0.76, 1.34) 1.16 (0.87, 1.55) 0.044 1.0 1.09 (0.83, 1.45) 1.07 (0.81, 1.42) 1.26 (0.95, 1.67) 0.021 1.0 0.86 (0.67, 1.12) 1.11 (0.84, 1.47) 1.20 (0.90, 1.60) 0.202
Model 2 1.0 0.76 (0.57, 1.00) 0.89 (0.67, 1.19) 0.99 (0.74, 1.34) 0.754 1.0 1.03 (0.78, 1.37) 1.00 (0.75, 1.33) 1.16 (0.87, 1.54) 0.217 1.0 0.83 (0.64, 1.08) 1.05 (0.79, 1.38) 1.12 (0.84, 1.50) 0.535
Model 3 1.0 0.76 (0.57, 0.99)⁎ 0.89 (0.67, 1.19) 0.98 (0.73, 1.32) 0.969 1.0 1.01 (0.76, 1.34) 0.97 (0.73, 1.29) 1.15 (0.86, 1.53) 0.312 1.0 0.81 (0.62, 1.05) 1.02 (0.77, 1.35) 1.07 (0.80, 1.43) 0.857
Emotional wellbeing
Model 1 1.0 1.06 (0.85, 1.34) 1.41 (1.12, 1.76)⁎⁎ 1.49 (1.18, 188)⁎⁎ 0.001 1.0 1.39 (1.10, 1.75)⁎⁎ 1.28 (1.01, 1.62)⁎ 1.47 (1.17, 1.85)⁎⁎ b0.001 1.0 1.01 (0.81, 1.25) 1.39 (1.11, 1.73)⁎⁎ 1.22 (0.98, 1.53) 0.028
Model 2 1.0 1.02 (0.81, 1.28) 1.31 (1.04, 1.66)⁎ 1.37 (1.09, 1.74)⁎⁎ 0.222 1.0 1.37 (1.09, 1.73)⁎⁎ 1.23 (0.97, 1.56) 1.41 (1.12, 1.78)⁎⁎ 0.032 1.0 0.98 (0.79, 1.22) 1.34 (1.08, 1.67)⁎⁎ 1.18 (0.94, 1.47) 0.102
Model 3 1.0 1.02 (0.81, 1.28) 1.32 (1.04, 1.66)⁎ 1.36 (1.08, 1.72)⁎⁎ 0.309 1.0 1.36 (1.08, 1.72)⁎⁎ 1.21 (0.96, 1.54) 1.41 (1.12, 1.77)⁎⁎ 0.048 1.0 0.96 (0.78, 1.20) 1.32 (1.06, 1.65)⁎ 1.14 (0.91, 1.43) 0.189
PCS
Model 1 1.0 1.41 (1.12, 1.77)⁎⁎ 1.45 (1.15, 1.82)⁎⁎ 1.63 (1.29, 2.05)⁎⁎ b0.001 1.0 1.11 (0.88, 1.40) 1.18 (0.94, 1.50) 1.17 (0.93, 1.47) b0.001 1.0 1.09 (0.88, 1.35) 1.10 (0.88, 1.40) 1.21 (0.97, 1.52) b0.001
Model 2 1.0 1.35 (1.07, 1.70)⁎ 1.37 (1.09, 1.73)⁎⁎ 1.50 (1.19, 1.90)⁎⁎ 0.006 1.0 1.08 (0.85, 1.36) 1.13 (0.89, 1.43) 1.10 (0.87, 1.38) 0.007 1.0 1.06 (0.85, 1.32) 1.05 (0.84, 1.32) 1.14 (0.91, 1.43) 0.001
Model 3 1.0 1.35 (1.07, 1.71)⁎ 1.39 (1.09, 1.76)⁎⁎ 1.46 (1.15, 1.86)⁎⁎ 0.035 1.0 1.05 (0.83, 1.33) 1.08 (0.85, 1.38) 1.08 (0.85, 1.37) 0.029 1.0 1.00 (0.80, 1.24) 1.00 (0.80, 1.26) 1.02 (0.81, 1.29) 0.028
MCS
Model 1 1.0 0.97 (0.78, 1.22) 1.18 (0.94, 1.48) 1.29 (1.02, 1.62)⁎ 0.039 1.0 1.13 (0.89, 1.42) 1.10 (0.87, 1.40) 1.27 (1.01, 1.60)⁎ 0.005 1.0 0.94 (0.76, 1.17) 1.21 (0.97, 1.51) 1.12 (0.90, 1.41) 0.123
Model 2 1.0 0.94 (0.75, 1.19) 1.13 (0.89, 1.42) 1.22 (0.96, 1.54) 0.759 1.0 1.10 (0.88, 1.39) 1.07 (0.85, 1.36) 1.23 (0.98, 1.55) 0.094 1.0 0.93 (0.75, 1.15) 1.18 (0.94, 1.47) 1.09 (0.87, 1.37) 0.343
Model 3 1.0 0.94 (0.75, 1.19) 1.12 (0.89, 1.42) 1.21 (0.96, 1.53) 0.895 1.0 1.10 (0.87, 1.38) 1.06 (0.84, 1.35) 1.23 (0.97, 1.54) 0.125 1.0 0.92 (0.74, 1.14) 1.17 (0.93, 1.46) 1.07 (0.86, 1.35) 0.502
BMI, bodymass index; CI, conﬁdence intervals; DGI, dietary guideline index; MCS, mental component summary; MDS, Mediterranean diet score; OR, odds ratio; PCS, physical component summary; RFS, recommended food score; WELL, Wellbeing,
Eating and Exercise for a Long Life.
Model 1: adjusted for age, sex, education and urban/rural location. Model 2: additionally adjusted for smoking and total physical activity. Model 3: additionally adjusted for BMI.
⁎ P b 0.05.
⁎⁎ P b 0.01.
a Overlap in score range between quartiles reﬂect difference in sex-speciﬁc cutpoints.
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Table 3
Multi-variable-adjusted OR and 95% CI according to quartile of dietary guideline index (DGI), recommended food score (RFS) and Mediterranean diet score (MDS) for a score above the median on RAND-36 in men from the WELL study, Victoria,
Australia, 2010–2012.
DGI RFS MDS
Q1 Q2 Q3 Q4 P-trend Q1 Q2 Q3 Q4 P-trend Q1 Q2 Q3 Q4 P-trend
n 288 287 287 288 274 267 295 314 413 267 236 234
Diet score
range
33.5–72.3 72.4–82.1 82.2–92.3 92.4–122.1 0–17 18–22 23–27 28–45 0–3 4 5 6–8
OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI)
Physical function
Model 1 1.0 0.95 (0.68, 1.34) 1.29 (0.91, 1.81) 1.66 (1.17, 2.34)⁎⁎ b0.001 1.0 1.21 (0.85, 1.71) 1.23 (0.87, 1.73) 1.22 (0.87, 1.71) b0.001 1.0 1.19 (0.87, 1.64) 1.38 (0.99, 1.93) 1.41 (1.01, 1.98)⁎ 0.036
Model 2 1.0 0.88 (0.62, 1.25) 1.18 (0.83, 1.68) 1.48 (1.04, 2.11)⁎ 0.003 1.0 1.17 (0.82, 1.67) 1.18 (0.84, 1.67) 1.18 (0.84, 1.66) 0.001 1.0 1.19 (0.86, 1.64) 1.36 (0.97, 1.90) 1.37 (0.98, 1.92) 0.089
Model 3 1.0 0.88 (0.61, 1.25) 1.21 (0.85, 1.73) 1.43 (0.99, 2.05) 0.005 1.0 1.18 (0.83, 1.69) 1.15 (0.81, 1.64) 1.21 (0.86, 1.72) 0.001 1.0 1.12 (0.81, 1.56) 1.37 (0.98, 1.93) 1.30 (0.92, 1.83) 0.117
Role physical
Model 1 1.0 0.92 (0.65, 1.31) 1.07 (0.75, 1.54) 1.44 (0.98, 2.10) 0.105 1.0 0.90 (0.62, 1.30) 0.91 (0.63, 1.32) 0.90 (0.62, 1.29) 0.354 1.0 1.14 (0.82, 1.60) 1.14 (0.80, 1.62) 1.39 (0.96, 2.02) 0.155
Model 2 1.0 0.85 (0.59, 1.22) 0.98 (0.68, 1.42) 1.28 (0.86, 1.89) 0.445 1.0 0.87 (0.59, 1.26) 0.87 (0.60, 1.27) 0.86 (0.60, 1.25) 0.514 1.0 1.12 (0.80, 1.57) 1.09 (0.77, 1.56) 1.33 (0.91, 1.94) 0.266
Model 3 1.0 0.85 (0.59, 1.23) 0.99 (0.68, 1.44) 1.26 (0.85, 1.87) 0.527 1.0 0.86 (0.59, 1.26) 0.86 (0.59, 1.24) 0.89 (0.61, 1.29) 0.496 1.0 1.08 (0.77, 1.52) 1.10 (0.77, 1.57) 1.31 (0.90, 1.92) 0.313
Bodily pain
Model 1 1.0 0.94 (0.67, 1.31) 1.19 (0.85, 1.67) 1.32 (0.94, 1.86) 0.042 1.0 1.02 (0.72, 1.44) 1.15 (0.82, 1.62) 0.96 (0.69, 1.35) 0.615 1.0 0.78 (0.57, 1.07) 0.98 (0.71, 1.37) 0.90 (0.64, 1.25) 0.421
Model 2 1.0 0.91 (0.65, 1.29) 1.16 (0.82, 1.64) 1.28 (0.90, 1.83) 0.135 1.0 1.01 (0.71, 1.42) 1.14 (0.82, 1.61) 0.95 (0.68, 1.33) 0.736 1.0 0.78 (0.57, 1.07) 0.98 (0.70, 1.36) 0.89 (0.64, 1.25) 0.525
Model 3 1.0 0.92 (0.65, 1.29) 1.17 (0.83, 1.66) 1.26 (0.88, 1.79) 0.181 1.0 1.01 (0.71, 1.43) 1.13 (0.80, 1.59) 0.97 (0.69, 1.36) 0.710 1.0 0.74 (0.54, 1.03) 0.97 (0.70, 1.36) 0.86 (0.61, 1.21) 0.622
General health
Model 1 1.0 0.94 (0.67, 1.31) 1.29 (0.92, 1.79) 1.83 (1.30, 2.56)⁎⁎ b0.001 1.0 1.16 (0.82, 1.63) 1.14 (0.82, 1.59) 1.32 (0.95, 1.83) b0.001 1.0 1.21 (0.89, 1.66) 1.21 (0.87, 1.68) 1.38 (0.99, 1.91) 0.062
Model 2 1.0 0.85 (0.60, 1.19) 1.15 (0.81, 1.61) 1.58 (1.11, 2.25)⁎⁎ 0.006 1.0 1.11 (0.79, 1.57) 1.09 (0.78, 1.53) 1.27 (0.91–1.77) 0.002 1.0 1.20 (0.88, 1.64) 1.17 (0.84, 1.62) 1.32 (0.95, 1.84) 0.152
Model 3 1.0 0.84 (0.60, 1.19) 1.16 (0.82, 1.64) 1.54 (1.08, 2.20)⁎ 0.009 1.0 1.12 (0.79, 1.58) 1.07 (0.76, 1.51) 1.30 (0.93, 1.83) 0.001 1.0 1.14 (0.83, 1.57) 1.17 (0.84, 1.63) 1.27 (0.90, 1.78) 0.190
Energy
Model 1 1.0 1.34 (0.95, 1.87) 1.70 (1.22, 2.38)⁎⁎ 2.05 (1.46, 2.89)⁎⁎ b0.001 1.0 1.36 (0.97, 1.92) 1.32 (0.94, 1.85) 1.56 (1.11, 2.17)⁎⁎ 0.001 1.0 1.08 (0.79, 1.47) 1.30 (0.94, 1.80) 1.35 (0.97–1.89) 0.012
Model 2 1.0 1.23 (0.87, 1.74) 1.55 (1.09, 2.18)⁎ 1.83 (1.28, 2.60)⁎⁎ 0.007 1.0 1.32 (0.94, 1.87) 1.28 (0.91, 1.80) 1.51 (1.08, 2.11)⁎ 0.003 1.0 1.05 (0.77, 1.45) 1.24 (0.89, 1.73) 1.30 (0.93, 1.81) 0.034
Model 3 1.0 1.24 (0.87, 1.75) 1.57 (1.11, 2.23)⁎ 1.79 (1.25, 2.55)⁎⁎ 0.010 1.0 1.33 (0.94, 1.89) 1.26 (0.90, 1.78) 1.56 (1.11, 2.19)⁎ 0.002 1.0 1.01 (0.73, 1.39) 1.24 (0.89, 1.73) 1.25 (0.89, 1.75) 0.044
Social function
Model 1 1.0 0.95 (0.68, 1.33) 1.18 (0.84, 1.65) 1.43 (1.01, 2.03)⁎ 0.206 1.0 1.18 (0.83, 1.67) 0.98 (0.70, 1.38) 1.19 (0.85, 1.66) 0.217 1.0 0.86 (0.63, 1.18) 1.00 (0.71, 1.39) 1.08 (0.77, 1.52) 0.572
Model 2 1.0 0.87 (0.62, 1.22) 1.06 (0.75, 1.50) 1.26 (0.88, 1.80) 0.731 1.0 1.14 (0.80, 1.62) 0.94 (0.67, 1.33) 1.14 (0.81, 1.61) 0.323 1.0 0.85 (0.62, 1.16) 0.96 (0.69, 1.34) 1.04 (0.73, 1.46) 0.770
Model 3 1.0 0.87 (0.61, 1.22) 1.08 (0.76, 1.53) 1.23 (0.85, 1.77) 0.869 1.0 1.14 (0.80, 1.63) 0.92 (0.65, 1.30) 1.18 (0.83, 1.67) 0.300 1.0 0.80 (0.58, 1.11) 0.96 (0.68, 1.35) 1.00 (0.70, 1.41) 0.884
Role emotional
Model 1 1.0 0.75 (0.50, 1.12) 0.87 (0.58, 1.31) 1.37 (0.87, 2.14) 0.142 1.0 1.01 (0.66, 1.57) 0.78 (0.52, 1.17) 0.95 (0.62, 1.44) 0.783 1.0 0.72 (0.49, 1.04) 0.92 (0.61, 1.38) 1.00 (0.65, 1.53) 0.329
Model 2 1.0 0.68 (0.45, 1.03) 0.78 (0.51, 1.20) 1.21 (0.76, 1.93) 0.478 1.0 0.98 (0.63, 1.52) 0.75 (0.50, 1.14) 0.91 (0.60, 1.40) 0.623 1.0 0.71 (0.49, 1.04) 0.89 (0.59, 1.35) 0.97 (0.63, 1.49) 0.228
Model 3 1.0 0.69 (0.45, 1.03) 0.79 (0.52, 1.21) 1.20 (0.75, 1.92) 0.537 1.0 0.97 (0.63, 1.51) 0.73 (0.48, 1.11) 0.93 (0.61, 1.43) 0.631 1.0 0.69 (0.47, 1.01) 0.89 (0.59, 1.35) 0.96 (0.62, 1.48) 0.196
Emotional wellbeing
Model 1 1.0 0.83 (0.59, 1.16) 1.33 (0.95, 1.85) 1.46 (1.04, 2.04)⁎ 0.120 1.0 1.29 (0.91, 1.81) 1.23 (0.88, 1.72) 1.30 (0.93, 1.81) 0.232 1.0 1.00 (0.73, 1.36) 1.12 (0.81, 1.55) 1.21 (0.87, 1.69) 0.963
Model 2 1.0 0.78 (0.56, 1.11) 1.25 (0.89, 1.76) 1.37 (0.96, 1.94) 0.415 1.0 1.26 (0.89, 1.78) 1.21 (0.87, 1.70) 1.27 (0.91, 1.78) 0.313 1.0 0.99 (0.73, 1.36) 1.10 (0.79, 1.53) 1.20 (0.86, 1.67) 0.813
Model 3 1.0 0.78 (0.56, 1.11) 1.25 (0.89, 1.76) 1.36 (0.96, 1.92) 0.458 1.0 1.26 (0.89, 1.78) 1.21 (0.86, 1.69) 1.28 (0.92, 1.79) 0.306 1.0 0.98 (0.72, 1.35) 1.10 (0.79, 1.53) 1.19 (0.85, 1.66) 0.765
PCS
Model 1 1.0 1.23 (0.88, 1.72) 1.53 (1.09, 2.15)⁎ 1.54 (1.10, 2.17)⁎ 0.001 1.0 0.90 (0.64, 1.28) 1.05 (0.75, 1.46) 1.00 (0.71, 1.39) 0.005 1.0 1.03 (0.75, 1.41) 0.95 (0.68, 1.32) 1.23 (0.88, 1.72) 0.010
Model 2 1.0 1.13 (0.80, 1.59) 1.40 (0.99, 1.98) 1.36 (0.95, 1.93) 0.020 1.0 0.87 (0.61, 1.23) 1.00 (0.71, 1.40) 0.95 (0.68, 1.34) 0.013 1.0 1.01 (0.74, 1.39) 0.91 (0.65, 1.27) 1.17 (0.83, 1.63) 0.027
Model 3 1.0 1.14 (0.80, 1.61) 1.44 (1.01, 2.04)⁎ 1.31 (0.91, 1.88) 0.030 1.0 0.87 (0.61, 1.24) 0.97 (0.69, 1.37) 0.98 (0.69, 1.38) 0.010 1.0 0.95 (0.69, 1.32) 0.91 (0.65, 1.27) 1.11 (0.79, 1.57) 0.036
MCS
Model 1 1.0 0.94 (0.67, 1.31) 1.28 (0.92, 1.78) 1.55 (1.11, 2.18)⁎ 0.221 1.0 1.09 (0.77, 1.53) 1.06 (0.76, 1.48) 1.27 (0.91, 1.76) 0.845 1.0 0.85 (0.62, 1.16) 1.07 (0.77, 1.49) 1.10 (0.79, 1.53) 0.424
Model 2 1.0 0.92 (0.66, 1.30) 1.25 (0.89, 1.76) 1.52 (1.07, 2.16)⁎ 0.644 1.0 1.07 (0.76, 1.51) 1.05 (0.75, 1.47) 1.25 (0.90, 1.74) 0.999 1.0 0.85 (0.62, 1.17) 1.07 (0.77, 1.49) 1.10 (0.79, 1.53) 0.315
Model 3 1.0 0.92 (0.66, 1.30) 1.26 (0.89, 1.77) 1.51 (1.07, 2.15)⁎ 0.700 1.0 1.07 (0.76, 1.51) 1.04 (0.75, 1.46) 1.26 (0.90, 1.75) 0.991 1.0 0.85 (0.62, 1.16) 1.07 (0.77, 1.49) 1.09 (0.78, 1.52) 0.283
BMI, body mass index; CI, conﬁdence intervals; DGI, dietary guideline index; MCS, mental component summary; MDS, Mediterranean diet score; OR, odds ratio; PCS, physical component summary; RFS, recommended food score;WELL, Wellbeing,
Eating and Exercise for a Long Life.
Model 1: adjusted for age, education and urban/rural location. Model 2: additionally adjusted for smoking and total physical activity. Model 3: additionally adjusted for BMI.
⁎ P b 0.05.
⁎⁎ P b 0.01. 13
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Table 4
Multi-variable-adjusted OR and 95% CI according to quartile of dietary guideline index (DGI), recommended food score (RFS) andMediterranean diet score (MDS) for a score above the median on RAND-36 in women from theWELL study, Victoria,
Australia, 2010–2012.
DGI RFS MDS
Q1 Q2 Q3 Q4 P-trend Q1 Q2 Q3 Q4 P-trend Q1 Q2 Q3 Q4 P-trend
n 326 328 326 327 286 355 295 371 474 276 275 282
Diet score
range
38–80 80.1–91 91.1–100 100.1–121.30 1–20 21–26 27–31 32–46 0–3 4 5 6–8
OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI) OR (CI)
Physical function
Model 1 1.0 1.53 (1.12, 2.09)⁎⁎ 1.43 (1.05, 1.96)⁎ 1.77 (1.29, 2.43)⁎⁎ b0.001 1.0 1.40 (1.02–1.93)⁎ 1.50 (1.07, 2.09)⁎ 1.87 (1.36, 2.57)⁎⁎ b0.001 1.0 1.23 (0.91, 1.67) 1.72 (1.27, 2.34)⁎⁎ 1.55 (1.14, 2.10)⁎⁎ b0.001
Model 2 1.0 1.50 (1.09, 2.06)⁎ 1.40 (1.02, 1.92)⁎ 1.68 (1.22, 2.31)⁎⁎ 0.001 1.0 1.37 (0.99–1.89) 1.44 (1.03, 2.02)⁎ 1.73 (1.25, 2.40)⁎⁎ 0.001 1.0 1.20 (0.89, 1.62) 1.67 (1.22, 2.26)⁎⁎ 1.45 (1.06, 1.98)⁎ b0.001
Model 3 1.0 1.51 (1.09, 2.09)⁎ 1.39 (1.00, 1.94)⁎ 1.66 (1.19, 2.31)⁎⁎ 0.006 1.0 1.34 (0.96–1.86) 1.39 (0.98, 1.97) 1.70 (1.21, 2.37)⁎⁎ 0.005 1.0 1.12 (0.82, 1.53) 1.53 (1.12, 2.11)⁎ 1.22 (0.89, 1.69) 0.022
Role physical
Model 1 1.0 1.31 (0.94, 1.84) 1.20 (0.86, 1.68) 1.28 (0.91, 1.79) 0.259 1.0 1.24 (0.89–1.74) 1.45 (1.01, 2.08)⁎ 1.25 (0.90, 1.75) 0.048 1.0 1.05 (0.76, 1.44) 1.19 (0.86, 1.66) 1.20 (0.86, 1.67) 0.036
Model 2 1.0 1.26 (0.89, 1.77) 1.11 (0.79, 1.55) 1.13 (0.80, 1.60) 0.666 1.0 1.17 (0.83–1.64) 1.31 (0.91, 1.89) 1.09 (0.77, 1.54) 0.243 1.0 0.99 (0.71, 1.37) 1.11 (0.79, 1.55) 1.07 (0.76, 1.50) 0.143
Model 3 1.0 1.26 (0.89, 1.77) 1.09 (0.77, 1.53) 1.11 (0.78, 1.57) 0.916 1.0 1.12 (0.79–1.58) 1.25 (0.86, 1.81) 1.04 (0.73, 1.48) 0.420 1.0 0.93 (0.67, 1.29) 1.03 (0.73, 1.44) 0.95 (0.67, 1.34) 0.565
Bodily pain
Model 1 1.0 1.49 (1.09, 2.04)⁎ 1.17 (0.86, 1.60) 1.34 (0.98, 1.84) 0.306 1.0 1.24 (0.90–1.70) 1.20 (0.86, 1.67) 1.20 (0.88, 1.65) 0.111 1.0 0.88 (0.65, 1.19) 1.18 (0.87, 1.60) 1.14 (0.84, 1.55) 0.069
Model 2 1.0 1.50 (1.09, 2.05)⁎ 1.16 (0.85, 1.59) 1.32 (0.96, 1.82) 0.621 1.0 1.24 (0.90–1.70) 1.18 (0.84, 1.65) 1.18 (0.85, 1.62) 0.319 1.0 0.87 (0.64, 1.18) 1.17 (0.86, 1.59) 1.12 (0.82, 1.53) 0.176
Model 3 1.0 1.49 (1.08, 2.06)⁎ 1.14 (0.83, 1.58) 1.29 (0.93, 1.79) 0.921 1.0 1.20 (0.86–1.65) 1.13 (0.80, 1.59) 1.13 (0.81, 1.57) 0.579 1.0 0.82 (0.60, 1.11) 1.08 (0.79, 1.48) 0.99 (0.72, 1.36) 0.794
General Health
Model 1 1.0 1.74 (1.27, 2.38)⁎⁎ 1.81 (1.32, 2.47)⁎⁎ 2.00 (1.46, 2.74)⁎⁎ 0.001 1.0 1.29 (0.94–1.76) 1.50 (1.08, 2.09) 1.75 (1.27, 2.40) b0.001 1.0 1.17 (0.87, 1.58) 1.52 (1.12, 2.05)⁎⁎ 1.65 (1.21, 2.24)⁎⁎ b0.001
Model 2 1.0 1.69 (1.24, 2.32)⁎⁎ 1.73 (1.26, 2.38)⁎⁎ 1.85 (1.34, 2.55)⁎⁎ 0.007 1.0 1.24 (0.90–1.70) 1.41 (1.01, 1.97)⁎ 1.58 (1.15, 2.19)⁎⁎ b0.001 1.0 1.13 (0.83, 1.52) 1.44 (1.06, 1.96)⁎ 1.52 (1.11, 2.08)⁎⁎ 0.001
Model 3 1.0 1.70 (1.23, 2.35)⁎⁎ 1.73 (1.25, 2.39)⁎⁎ 1.83 (1.32, 2.54)⁎⁎ 0.018 1.0 1.20 (0.87–1.66) 1.36 (0.96, 1.91) 1.54 (1.11, 2.14)⁎ 0.001 1.0 1.06 (0.78, 1.44) 1.34 (0.98, 1.83) 1.34 (0.98, 1.85) 0.020
Energy
Model 1 1.0 1.45 (1.06, 1.99)⁎ 1.33 (0.98, 1.82) 1.42 (1.04, 1.94) 0.008 1.0 1.49 (1.09–2.05)⁎ 1.44 (1.03, 2.00)⁎ 1.75 (1.27, 2.41)⁎⁎ b0.001 1.0 1.05 (0.78, 1.42) 1.42 (1.05, 1.93)⁎ 1.83 (1.34, 2.50)⁎⁎ b0.001
Model 2 1.0 1.42 (1.04, 1.95)⁎ 1.29 (0.94, 1.77) 1.31 (0.95, 1.81) 0.049 1.0 1.46 (1.06–2.01)⁎ 1.37 (0.98, 1.92) 1.58 (1.14, 2.18)⁎⁎ 0.001 1.0 1.01 (0.75, 1.37) 1.37 (1.00, 1.86)⁎ 1.69 (1.23, 2.32)⁎⁎ b0.001
Model 3 1.0 1.42 (1.03, 1.96)⁎ 1.27 (0.92, 1.76) 1.29 (0.93, 1.78) 0.099 1.0 1.43 (1.03–1.98)⁎ 1.32 (0.94, 1.86) 1.54 (1.11, 2.14)⁎ 0.002 1.0 0.96 (0.71, 1.31) 1.28 (0.94, 1.75) 1.53 (1.11, 2.10)⁎⁎ 0.004
Social function
Model 1 1.0 1.28 (0.93, 1.77) 1.14 (0.83, 1.56) 1.18 (0.86, 1.63) 0.197 1.0 1.24 (0.90–1.70) 1.30 (0.93, 1.82) 1.34 (0.97, 1.85) 0.002 1.0 0.97 (0.72, 1.32) 1.40 (1.02, 1.91) 1.14 (0.83, 1.55) 0.002
Model 2 1.0 1.27 (0.92, 1.75) 1.09 (0.79, 1.50) 1.12 (0.81, 1.54) 0.497 1.0 1.21 (0.87–1.67) 1.24 (0.88, 1.74) 1.27 (0.91, 1.76) 0.016 1.0 0.95 (0.70, 1.29) 1.35 (0.98, 1.85) 1.09 (0.80, 1.50) 0.011
Model 3 1.0 1.26 (0.91, 1.75) 1.07 (0.77, 1.48) 1.08 (0.78, 1.51) 0.726 1.0 1.16 (0.84–1.61) 1.18 (0.83, 1.67) 1.21 (0.87, 1.70) 0.040 1.0 0.89 (0.65, 1.21) 1.25 (0.90, 1.72) 0.96 (0.69, 1.32) 0.094
Role emotion
Model 1 1.0 0.88 (0.60, 1.28) 1.12 (0.76, 1.65) 1.02 (0.70, 1.50) 0.197 1.0 1.22 (0.84–1.76) 1.52 (1.02, 2.28)⁎ 1.66 (1.13, 2.45)⁎⁎ b0.001 1.0 1.01 (0.71, 1.44) 1.33 (0.91, 1.93) 1.42 (0.97, 2.09) 0.009
Model 2 1.0 0.82 (0.56, 1.20) 0.99 (0.66, 1.47) 0.87 (0.59, 1.29) 0.639 1.0 1.13 (0.78–1.64) 1.35 (0.89, 2.03) 1.46 (0.98, 2.17) 0.007 1.0 0.95 (0.66, 1.36) 1.22 (0.83, 1.79) 1.28 (0.86, 1.89) 0.060
Model 3 1.0 0.81 (0.55, 1.20) 0.98 (0.66, 1.46) 0.85 (0.57, 1.27) 0.770 1.0 1.09 (0.75–1.59) 1.30 (0.86, 1.96) 1.41 (0.95, 2.10) 0.013 1.0 0.91 (0.63, 1.31) 1.16 (0.79, 1.70) 1.18 (0.79, 1.76) 0.159
Emotional wellbeing
Model 1 1.0 1.34 (0.98, 1.83) 1.49 (1.09, 2.04)⁎ 1.55 (1.13, 2.12)⁎⁎ 0.003 1.0 1.47 (1.07–2.02)⁎ 1.31 (0.94, 1.82) 1.63 (1.19, 2.24)⁎⁎ b0.001 1.0 1.02 (0.76, 1.38) 1.65 (1.22, 2.24)⁎⁎ 1.23 (0.91, 1.67) 0.003
Model 2 1.0 1.30 (0.95, 1.78) 1.41 (1.03, 1.93)⁎ 1.41 (1.03, 1.95)⁎ 0.019 1.0 1.41 (1.03–1.94)⁎ 1.21 (0.86, 1.69) 1.47 (1.06, 2.03)⁎ 0.002 1.0 0.97 (0.72, 1.32) 1.57 (1.15, 2.13)⁎⁎ 1.13 (0.83, 1.53) 0.016
Model 3 1.0 1.30 (0.95, 1.78) 1.40 (1.02, 1.92)⁎ 1.40 (1.01, 1.93)⁎ 0.026 1.0 1.39 (1.01–1.92)⁎ 1.18 (0.84, 1.66) 1.44 (1.04, 1.99)⁎ 0.003 1.0 0.95 (0.70, 1.29) 1.52 (1.11, 2.07)⁎⁎ 1.07 (0.78, 1.46) 0.038
PCS
Model 1 1.0 1.62 (1.18, 2.22)⁎⁎ 1.38 (1.01, 1.89)⁎ 1.68 (1.22, 2.31)⁎⁎ 0.033 1.0 1.35 (0.98–1.85) 1.35 (0.97, 1.89) 1.38 (1.01, 1.90) 0.020 1.0 1.15 (0.85, 1.56) 1.24 (0.91, 1.68) 1.20 (0.88, 1.63) 0.003
Model 2 1.0 1.59 (1.15, 2.18)⁎⁎ 1.35 (0.98, 1.85) 1.60 (1.16, 2.20)⁎⁎ 0.103 1.0 1.32 (0.96–1.81) 1.30 (0.92, 1.82) 1.29 (0.93, 1.78) 0.088 1.0 1.12 (0.83, 1.52) 1.19 (0.88, 1.62) 1.12 (0.82, 1.53) 0.014
Model 3 1.0 1.59 (1.15, 2.20)⁎⁎ 1.33 (0.96, 1.85) 1.56 (1.12, 2.17)⁎⁎ 0.247 1.0 1.27 (0.92–1.77) 1.24 (0.88, 1.76) 1.23 (0.88, 1.72) 0.248 1.0 1.05 (0.77, 1.43) 1.09 (0.79, 1.49) 0.95 (0.69, 1.31) 0.288
MCS
Model 1 1.0 1.01 (0.74, 1.38) 1.10 (0.80, 1.50) 1.10 (0.80, 1.50) 0.099 1.0 1.16 (0.85–1.60) 1.15 (0.83, 1.61) 1.29 (0.94, 1.76) b0.001 1.0 1.04 (0.77, 1.40) 1.33 (0.98, 1.80) 1.15 (0.85, 1.56) 0.006
Model 2 1.0 0.97 (0.71, 1.33) 1.04 (0.76, 1.42) 1.02 (0.74, 1.40) 0.360 1.0 1.12 (0.81–1.54) 1.08 (0.78, 1.52) 1.20 (0.87, 1.65) 0.003 1.0 1.00 (0.74, 1.36) 1.28 (0.94, 1.73) 1.08 (0.79, 1.47) 0.034
Model 3 1.0 0.97 (0.71, 1.33) 1.04 (0.75, 1.42) 1.02 (0.74, 1.40) 0.409 1.0 1.11 (0.81–1.53) 1.07 (0.77, 1.50) 1.19 (0.86, 1.64) 0.004 1.0 0.99 (0.73, 1.35) 1.26 (0.93, 1.71) 1.06 (0.77, 1.44) 0.060
BMI, body mass index; CI, conﬁdence intervals; DGI, dietary guideline index; MCS, mental component summary; MDS, Mediterranean diet score; OR, odds ratio; PCS, physical component summary; RFS, recommended food score;WELL, Wellbeing,
Eating and Exercise for a Long Life.
Model 1: adjusted for age, education, urban/rural location and menopausal status. Model 2: additionally adjusted for smoking and total physical activity. Model 3: additionally adjusted for BMI.
⁎ P b 0.05.
⁎⁎ P b 0.01.
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15C.M. Milte et al. / Experimental Gerontology 64 (2015) 8–16“extra” foods are also ignored in theMDS scoring. An olive oil ormonoun-
saturated fat componentwas not included in theMDS in this study due to
limitations in the FFQ. However, some controversy exists regarding
the inclusion of this item in Mediterranean diet assessment in non-
Mediterranean populations, as olive oil consumption is typically low
andmonounsaturated to saturated fat ratio instead reﬂects animal fat in-
take, which is low in the typical Mediterranean diet (Flood et al., 2007).
The marked difference in ﬁndings between our three indices of diet
quality highlights the importance of choice of diet quality index appro-
priate for a speciﬁc population. However, it should be noted that mean
scores reﬂected amedium level of adherence across all three indices, re-
gardless of the index used. This is a similar level of adherence reported
previously (McNaughton et al., 2008). The DGI measures adherence to
the Australian Dietary Guidelines, a set of national recommendations
to provide good nutrition, support health and reduce risk of disease in
the Australian population. However, a large proportion of Australians
do not meet these recommendations, particularly among low socioeco-
nomic groups (Ball et al., 2004). Dietary guidelines from Australia and
around the world, also advise the consumption of a wide variety of rec-
ommended foods (National Health andMedical Research Council, 2013;
US Health and Human Services and US Department of Agriculture,
2005), as assessed by the RFS. Dietary variety is inﬂuenced by a range
of factors, including socioeconomic position, personality traits, food
avoidance behaviours and taste preferences (Scheibehenne et al.,
2014). Reduced dietary variety may also reﬂect displacement of recom-
mended foods included in the score with “extra” or discretionary foods.
The current study observed a relationship between the emotional
wellbeing scale and diet quality in women,whilst diet quality was asso-
ciated with energy and overall MCS in men, adding to the growing
evidence of good nutrition for mental health in older age. Higher adher-
ence to a Mediterranean diet was previously associated with reduced
risk for cognitive impairment in older age, providing further evidence
for its importance for brain health (Scarmeas et al., 2009). The underly-
ing mechanisms for this relationship are likely to be multiple, with a
large range of nutrients implicated in mental health, including omega-
3 polyunsaturated fatty acids, B vitamins and antioxidants (Parletta
et al., 2013). Just as nutrients play varied and essential roles human
physiology overall, the brain has a requirement for nutrients to build
and maintain its structure, promote effective neurotransmission and
protect against neuronal damage and death (Bourre, 2006). Asmore ev-
idence of the complex and synergistic role of nutrients in brain function
emerge, the value of a varied holistic approach to diet which aims to
meet all nutritional requirements simultaneously should be a focus of
mental health research.
The current ﬁndings support previously observed differences be-
tween men and women in the relationship between diet quality and
mental health (Jacka et al., 2011b). The underlying causes of these dif-
ferences are not clear. It is plausible that response biases in dietary
reporting and mental health-related items on the RAND-36 could have
contributed to the difference in men and women observed in the cur-
rent study. There are differences in reported mental health between
men and women, with women more likely to suffer from depression
and anxiety (McLean and Anderson, 2009; Parker and Brotchie, 2010).
Furthermore, people suffering from depression report lower HRQoL on
the emotional wellbeing scale compared with other chronic disease
and general populations (Hays et al., 2000). Consistentwith this, we ob-
served a wider range of scores on the emotional wellbeing scale in
women than men. However, there is evidence that depressive symp-
toms increase at a greater rate over time in oldermen and gender differ-
ences in severity disappear completely in the years preceding death
(Burns et al., 2013). Therefore, further investigation of mental health
and diet quality in older populations over time is warranted.
Strengths of this study include the large sample, inclusion of im-
portant confounding variables in analysis and longitudinal design. How-
ever, the study has some limitations. Dietary intake was assessed by a
non-quantiﬁed FFQ, which did not allow adjustment for energy intakein statistical analysis. However, we did take into account key determi-
nants of energy intake by stratifying analysis by sex and adjusting for
age, BMI and physical activity. Financial status or income was not in-
cluded as a covariate due to the low response rate from participants.
However, education was included as a measure of socioeconomic posi-
tion. Due to the short study period of two years, it is possible that the
ﬁndings reﬂect reverse causality, and that dietary intake was a function
of poor health in this study. However, the ﬁndings of previous high-
quality studies do not support this hypothesis (Akbaraly et al., 2009;
Sanchez-Villegas et al., 2009), including a study of diet quality andmen-
tal health in adolescents which speciﬁcally assessed and ruled out
reverse causality (Jacka et al., 2011a). Continued longitudinal analysis
of diet quality andHRQoL over longer periods of timewill help to clarify
these associations further.
5. Conclusion
In a sample of older adults residing in Victoria, Australia, men and
women aged 55–65 years with better quality diets report better quality
of life, with additional associations with emotional wellbeing observed
in women. Further investigation will determine if diet can inﬂuence
maintenance of quality of life over time in an ageing population. These
ﬁndings emphasise the importance of addressing overall diet quality
in future community or population-based programs or policies to pre-
vent chronic disease and support healthy ageing.
Acknowledgements
This project was awarded funding from the Diabetes Australia Re-
search Trust and the Australian Research Council (ID: DP1095595,
FT100100581). CM is supported by an Alfred Deakin Postdoctoral
Research Fellowship from Deakin University. KB is supported by a Na-
tional Health&Medical Research Council Principal Research Fellowship,
ID 1042442. The funding bodies had no involvement in study design;
collection, analysis and interpretation of data; in drafting or submission
of this article for publication. We declare no conﬂicts of interest.
References
Akbaraly, T.N., Brunner, E.J., Ferrie, J.E., Marmot, M.G., Kivimaki, M., Singh-Manoux, A.,
2009. Dietary pattern and depressive symptoms in middle age. Br. J. Psychiatry 195,
408–413.
Australian Bureau of Statistics, 2003. 2001 Census of Population and Housing: Informa-
tion Paper — Socio-Economic Indexes for Areas (Cat. No. 2039.0). Commonwealth
of Australia, Canberra.
Australian Bureau of Statistics, 2010. Australian Social Trends. Commonwealth of
Australia, Canberra.
Australian Bureau of Statistics, 2012. Reﬂecting a Nation: Stories From the 2011 Census,
2012–2013. Commonwealth of Australia, Canberra.
Australian Bureau of Statistics, 2013. Australian Health Survey: Updated Results, 2011–2012.
Commonwealth of Australia, Canberra.
Australian Institute of Health and Welfare, 2007. Older Australia at a Glance. AIHW,
Canberra.
Ball, K., Mishra, G.D., Thane, C.W., Hodge, A., 2004. How well do Australian women comply
with dietary guidelines? Public Health Nutr. 7, 443–452.
Benitez-Arciniega, A.A., Mendez, M.A., Baena-Diez, J.M., Rovira Martori, M.A., Soler, C.,
Marrugat, J., Covas, M.I., Sanz, H., Llopis, A., Schroder, H., 2011. Concurrent and con-
struct validity of Mediterranean diet scores as assessed by an FFQ. Public Health
Nutr. 14, 2015–2021.
Bollwein, J., Diekmann, R., Kaiser, M.J., Bauer, J.M., Uter, W., Sieber, C.C., Volkert, D., 2013.
Dietary quality is related to frailty in community-dwelling older adults. J. Gerontol. A
Biol. Sci. Med. Sci. 68, 483–489.
Bosetti, C., Gallus, S., Trichopoulou, A., Talamini, R., Franceschi, S., Negri, E., La Vecchia, C.,
2003. Inﬂuence of the Mediterranean diet on the risk of cancers of the upper
aerodigestive tract. Cancer Epidemiol. Biomarkers Prev. 12, 1091–1094.
Bourre, J.M., 2006. Effects of nutrients (in food) on the structure and function of the ner-
vous system: update on dietary requirements for brain. Part 1: micronutrients.
J. Nutr. Health Aging 10, 377–385.
Brunner, E.J., Mosdol, A., Witte, D.R., Martikainen, P., Stafford, M., Shipley, M.J., Marmot,
M.G., 2008. Dietary patterns and 15-y risks of major coronary events, diabetes, and
mortality. Am. J. Clin. Nutr. 87, 1414–1421.
Buckley, J., Tucker, G., Hugo, G., Wittert, G., Adams, R.J., Wilson, D.H., 2013. The Australian
baby boomer population—factors inﬂuencing changes to health-related quality of life
over time. J. Aging Health 25, 29–55.
16 C.M. Milte et al. / Experimental Gerontology 64 (2015) 8–16Burns, R.A., Luszcz, M.A., Kiely, K.M., Butterworth, P., Browning, C., Mitchell, P., Anstey, K.J.,
2013. Gender differences in the trajectories of late-life depressive symptomology and
probable depression in the years prior to death. Int. Psychogeriatr. 25, 1765–1773.
Conklin, A.I., Maguire, E.R., Monsivais, P., 2013. Economic determinants of diet in older
adults: systematic review. J. Epidemiol. Community Health 67, 721–727.
Craig, C.L., Marshall, A.L., Sjostrom, M., Bauman, A.E., Booth, M.L., Ainsworth, B.E., Pratt, M.,
Ekelund, U., Yngve, A., Sallis, J.F., Oja, P., 2003. International physical activity question-
naire: 12-country reliability and validity. Med. Sci. Sports Exerc. 35, 1381–1395.
Crichton, G.E., Bryan, J., Hodgson, J.M., Murphy, K.J., 2013. Mediterranean diet adherence
and self-reported psychological functioning in an Australian sample. Appetite 70,
53–59.
da Silva, R., Bach-Faig, A., Raido Quintana, B., Buckland, G., Vaz de Almeida, M.D., Serra-
Majem, L., 2009. Worldwide variation of adherence to the Mediterranean diet, in
1961–1965 and 2000–2003. Public Health Nutr. 12, 1676–1684.
Flood, V.M., Webb, K.L., Rochtchina, E., Kelly, B., Mitchell, P., 2007. Fatty acid intakes and
food sources in a population of older Australians. Asia Pac. J. Clin. Nutr. 16, 322–330.
Ford, D.W., Jensen, G.L., Hartman, T.J.,Wray, L., Smiciklas-Wright, H., 2013. Association be-
tween dietary quality and mortality in older adults: a review of the epidemiological
evidence. J. Nutr. Gerontol. Geriatr. 32, 85–105.
Fuchs, J., Scheidt-Nave, C., Hinrichs, T., Mergenthaler, A., Stein, J., Riedel-Heller, S.G., Grill,
E., 2013. Indicators for healthy ageing— a debate. Int. J. Environ. Res. Public Health 10,
6630–6644.
Hamer, M., McNaughton, S.A., Bates, C.J., Mishra, G.D., 2010. Dietary patterns, assessed
from a weighed food record, and survival among elderly participants from the
United Kingdom. Eur. J. Clin. Nutr. 64, 853–861.
Haveman-Nies, A., de Groot, L.C.P., Burema, J., Cruz, J.A.A., Osler, M., van Staveren, W.A.,
2002. Dietary quality and lifestyle factors in relation to 10-year mortality in older
Europeans: the SENECA Study. Am. J. Epidemiol. 156, 962–968.
Haveman-Nies, A., de Groot, L.C.P., van Staveren, W.A., 2003. Dietary quality, lifestyle
factors and healthy ageing in Europe: the SENECA study. Age Ageing 32, 427–434.
Hawthorne, G., Osborne, R.H., Taylor, A., Sansoni, J., 2007. The SF36 version 2: critical
analyses of population weights, scoring algorithms and population norms. Qual. Life
Res. 16, 661–673.
Hays, R.D., Morales, L.S., 2001. The RAND-36measure of health-related quality of life. Ann.
Med. 33, 350–357.
Hays, R.D., Cunningham, W.E., Sherbourne, C.D., Wilson, I.B., Wu, A.W., Cleary, P.D.,
McCaffrey, D.F., Fleishman, J.A., Crystal, S., Collins, R., Eggan, F., Shapiro, M.F.,
Bozzette, S.A., 2000. Health-related quality of life in patients with human immunode-
ﬁciency virus infection in the United States: results from the HIV Cost and Services
Utilization Study. Am. J. Med. 108, 714–722.
Hodge, A., Patterson, A.J., Brown, W.J., Ireland, P., Giles, G., 2000. The Anti Cancer Council
of Victoria FFQ: relative validity of nutrient intakes compared with weighed food
records in young to middle-aged women in a study of iron supplementation. Aust.
N. Z. J. Public Health 24, 576–583.
Hoffman, R., Gerber, M., 2013. Evaluating and adapting the Mediterranean diet for non-
Mediterranean populations: a critical appraisal. Nutr. Rev. 71, 573–584.
Ireland, P., Jolley, D., Giles, G., O'Dea, K., Powles, J., Rutishauser, I., Wahlqvist, M.L.,
Williams, J., 1994. Development of the Melbourne FFQ: a food frequency question-
naire for use in an Australian prospective study involving an ethnically diverse co-
hort. Asia Pac. J. Clin. Nutr. 3, 19–31.
Jacka, F.N., Kremer, P.J., Berk, M., De Silva-Sanigorski, A.M., Moodie, M., Leslie, E.R., Pasco,
J.A., Swinburn, B.A., 2011a. A prospective study of diet quality and mental health in
adolescents. PLoS One 6, 1–7.
Jacka, F.N., Mykletun, A., Berk, M., Bjelland, I., Tell, G.S., 2011b. The association between
habitual diet quality and the common mental disorders in community-dwelling
adults: the Hordaland Health study. Psychosom. Med. 73, 483–490.
Kant, A.K., Graubard, B.I., 2005. A comparison of three dietary pattern indexes for
predicting biomarkers of diet and disease. J. Am. Coll. Nutr. 24, 294–303.
Kant, A.K., Schatzkin, A., Graubard, B.I., Schairer, C., 2000. A prospective study of diet
quality and mortality in women. JAMA 283, 2109–2115.
Kroenke, C.H., Kubzansky, L.D., Adler, N., Kawachi, I., 2008. Prospective change in health-
related quality of life and subsequent mortality among middle-aged and older
women. Am. J. Public Health 98, 2085–2091.
Lee, C., Dobson, A.J., Brown, W.J., Bryson, L., Byles, J., Warner-Smith, P., Young, A.F., 2005.
Cohort proﬁle: the Australian longitudinal study on women's health. Int. J. Epidemiol.
34, 987–991.
McLean, C.P., Anderson, E.R., 2009. Brave men and timid women? A review of the gender
differences in fear and anxiety. Clin. Psychol. Rev. 29, 496–505.
McLennan, W., Podger, A., 1995. National Nutrition Survey Users' Guide. Australian
Bureau of Statistics, Canberra.
McNaughton, S.A., Ball, K., Crawford, D., Mishra, G.D., 2008. An index of diet and eating
patterns is a valid measure of diet quality in an Australian population. J. Nutr. 138,
86–93.McNaughton, S.A., Dunstan, D.W., Ball, K., Shaw, J., Crawford, D., 2009. Dietary quality is
associated with diabetes and cardio-metabolic risk factors. J. Nutr. 139, 734–742.
McNaughton, S.A., Bates, C.J., Mishra, G.D., 2012a. Diet quality is associated with all-cause
mortality in adults aged 65 years and older. J. Nutr. 142, 320–325.
McNaughton, S.A., Crawford, D., Ball, K., Salmon, J., 2012b. Understanding determinants of
nutrition, physical activity and quality of life among older adults: the Wellbeing, Eating
and Exercise for a Long Life (WELL) study. Health Qual. Life Outcomes 10, 109.
Milaneschi, Y., Bandinelli, S., Corsi, A.M., Lauretani, F., Paolisso, G., Dominguez, L.J., Semba,
R.D., Tanaka, T., Abbatecola, A.M., Talegawkar, S.A., Guralnik, J.M., Ferrucci, L., 2011.
Mediterranean diet and mobility decline in older persons. Exp. Gerontol. 46,
303–308.
Mishra, G.D., Gale, C.R., Sayer, A.A., Cooper, C., Dennison, E.M., Whalley, L.J., Craig, L., Kuh,
D., Deary, I.J., Team, H.A.S., 2011. How useful are the SF-36 sub-scales in older people?
Mokken scaling of data from the HALCyon programme. Qual. Life Res. 20, 1005–1010.
National Health and Medical Research Council, 2013. Australian Dietary Guidelines.
National Health and Medical Research Council, Canberra.
Newby, P.K., Tucker, K.L., 2004. Empirically derived eating patterns using factor or cluster
analysis: a review. Nutr. Rev. 62, 177–203.
Parker, G., Brotchie, H., 2010. Gender differences in depression. Int. Rev. Psychiatry 22,
429–436.
Parletta, N., Milte, C.M., Meyer, B.J., 2013. Nutritional modulation of cognitive function and
mental health. J. Nutr. Biochem. 24, 725–743.
Rienks, J., Dobson, A.J., Mishra, G.D., 2013. Mediterranean dietary pattern and prevalence
and incidence of depressive symptoms in mid-aged women: results from a large
community-based prospective study. Eur. J. Clin. Nutr. 67, 75–82.
Rutishauser, I.H.E., Webb, K., Abraham, B., Allsopp, R., 2001. Evaluation of Short Dietary
Questions From the 1995 National Nutrition Survey. Australian Food and Nutrition
Monitoring Unit for Commonwealth Department of Health and Aged Care, Canberra.
Samsa, G., Edelman, D., Rothman, M.L., Williams, G.R., Lipscomb, J., Matchar, D., 1999.
Determining clinically important differences in health status measures: a general ap-
proach with illustration to the Health Utilities Index Mark II. PharmacoEconomics 15,
141–155.
Sanchez-Villegas, A., Delgado-Rodriguez, M., Alonso, A., Schlatter, J., Lahortiga, F., Serra
Majem, L., Martinez-Gonzalez, M.A., 2009. Association of the Mediterranean dietary
pattern with the incidence of depression: the Seguimiento Universidad de Navarra/
University of Navarra follow-up (SUN) cohort. Arch. Gen. Psychiatry 66, 1090–1098.
Scarmeas, N., Stern, Y., Mayeux, R., Manly, J.J., Schupf, N., Luchsinger, J.A., 2009. Mediter-
ranean diet and mild cognitive impairment. Arch. Neurol. 66, 216–225.
Scheibehenne, B., Todd, P.M., van den Berg, S.M., Hatemi, P.K., Eaves, L.J., Vogler, C., 2014.
Genetic inﬂuences on dietary variety — results from a twin study. Appetite 77,
131–138.
Schoﬁeld,M.J., Mishra, G., 1998. Validity of the SF-12 comparedwith the SF-36 health sur-
vey in pilot studies of the Australian longitudinal study on women's health. J. Health
Psychol. 3, 259–271.
Smith, K.J., Gall, S.L., McNaughton, S.A., Blizzard, L., Dwyer, T., Venn, A.J., 2010a. Skipping
breakfast: longitudinal associations with cardiometabolic risk factors in the Child-
hood Determinants of Adult Health Study. Am. J. Clin. Nutr. 92, 1316–1325.
Smith, K.J., McNaughton, S.A., Gall, S.L., Blizzard, L., Dwyer, T., Venn, A.J., 2010b. Involve-
ment of young Australian adults in meal preparation: cross-sectional associations
with sociodemographic factors and diet quality. J. Am. Diet. Assoc. 110, 1363–1367.
Trichopoulou, A., Orfanos, P., Norat, T., Bueno-de-Mesquita, B., Ocke, M.C., Peeters, P.H.,
van der Schouw, Y.T., Boeing, H., Hoffmann, K., Boffetta, P., Nagel, G., Masala, G.,
Krogh, V., Panico, S., Tumino, R., Vineis, P., Bamia, C., Naska, A., Benetou, V., Ferrari,
P., Slimani, N., Pera, G., Martinez-Garcia, C., Navarro, C., Rodriguez-Barranco, M.,
Dorronsoro, M., Spencer, E.A., Key, T.J., Bingham, S., Khaw, K.T., Kesse, E., Clavel-
Chapelon, F., Boutron-Ruault, M.C., Berglund, G., Wirfalt, E., Hallmans, G., Johansson,
I., Tjonneland, A., Olsen, A., Overvad, K., Hundborg, H.H., Riboli, E., Trichopoulos, D.,
2005. Modiﬁed Mediterranean diet and survival: EPIC-elderly prospective cohort
study. BMJ 330, 991.
United Nations, 2009. World Population Ageing. Economic and Social Affairs Population
Division, New York.
US Health and Human Services, US Department of Agriculture, 2005. Dietary Guidelines
for Americans 2005. 6th ed. (Washington, DC).
Wexler, D.J., Grant, R.W., Wittenberg, E., Bosch, J.L., Cagliero, E., Delahanty, L., Blais, M.A.,
Meigs, J.B., 2006. Correlates of health-related quality of life in type 2 diabetes.
Diabetologia 49, 1489–1497.
Willett, W., 2013. Nutritional Epidemiology. Oxford University Press, New York.
Woo, J., Chan, R., Leung, J., Wong, M., 2010. Relative contributions of geographic, socioeco-
nomic, and lifestyle factors to quality of life, frailty, and mortality in elderly. PLoS One
5, e8775.
